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Summary The cause of non-Hodgkin lymphoma is still unclear. By knowing the
signs of B-cell lymphomas, dentists can play an important role in the early detection
of the disease. We describe a 63-year-old man with non-Hodgkin’s lymphoma devel-
oped at the ginigiva near the inflamed root. After therapy, the patient has remained
systemically healthy. This case illustrates the need for cooperative diagnostic refer-
rals between physicians and dentists.c 2004 Elsevier Ltd. All rights reserved.
KEYWORDS
Non-Hodgkin’s
lymphoma;
Ulceration;
Gingiva1
d
+Introduction
Lymphomas are malignant neoplasm of the lym-
phocyte cell lines. They are mainly classified as
either Hodgkin’s or non-Hodgkin’s lymphoma
(NHL). NHL comprises a heterogeneous group of
lymphoid neoplasm with a spectrum of behavior
ranging from relatively indolent to highly aggres-
sive and potentially fatal.1 Only extranodal presen-
tation of Hodgkin’s disease is rare; among NHL’s
lymphomas, extranodal presentations are rela-
tively common. Typical locations for extranodal
NHLs are the stomach, bowel, lung, orbital tissue,
sinuses, thyroid, tonsil, salivary glands, breast, tes-741-9409/$ - see front matter c 2004 Elsevier Ltd. All rights reser
oi:10.1016/j.ooe.2004.10.002
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the gastrointestinal tract in the incidence of
extranodal NHL, but primary lymphomas of the oral
cavity are uncommon.2 The oral cavity, including
the palate, gingiva, tongue, buccal mucosa, floor
of the mouth, and lips is the primary site of approx-
imately 2% of all extranodal lymphomas.3
Nonimmunosuppressed patients of any age can
be affected, however, most patients are middle-
aged to older adults, with male preponderance.
In the group of HIV-infected individuals, patients
with lymphoma are almost all men, who are over-
all younger.3 Patients complain of localized or
diffuse soft tissue swelling, pain, mucosal ulcera-
tion or discoloration, paresthesias, aneshesia,
and loosening of teeth.4 Among nonimmunosup-
pressed patients, the most common type is diffuse
large B-cell lymphoma, but mantle cell lymphoma,ved.
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malymphomablastic lymphoma, peripheral T-cell
lymphoma and anaplastic large cell lymphoma also
occur.5
The most common clinical appearance of NHL in
the mouth is a nonhealing, painless ulceration.6
NHL can affect both bony and soft oral tissue, with
the most frequent localization being tha palate and
the mandible. However, it is rare to find extranodal
NHLs in the gingiva.7Case report
A 63-year-old man initially visited the Depart-
ment of Oral surgery for extraction one inflamed
root. The patient was referred by his general den-
tal practitioner. The lesion at the gingiva was dis-
covered by chance during a regular check-up (Fig.
1). Radiographic examination was unremarkable.
He had received surgical biopsy and tissue was sent
for hystopathological analysis. Biopsy of the intra-Figure 1 Intra-oral gingival lesion loca
Figure 2 The lymphoma cells are large, with relaoral lesion resulted in a diagnosis of high-grade
non-Hodgkin’s lymphoma of B-cell origin. A biopsy
taken at this time showed diffuse large B-cell lym-
phoma replaces the normal architecture of the
underlying extranodal tissue in a diffuse pattern.
The lymphoma cells are large, with relatively abun-
dant cytoplasm and irregular nuclei (Fig. 2). Immu-
nohistochemically, the tumor cells were positive
for pan B-cell antigens (CD20/L26, CD79a). Final
diagnosis: large cells non-Hodgkin’s lymphoma B
immunophenotype. Examination of his peripheral
blood revealed normal white blood cell count.
The bone biopsy showed normal bone marrow,
without lymphomatic infiltration. A systemic
work-up failed to find other foci of the lymphoma-
tous process, accept cervical lymphadenophaty.
Thus, he was clinically staged as IIE.
Systemic chemotherapy in 8cycles for every
3weeks was started. He was treated by chemo-
therapy using cyclophosphamide, adriamycin, vin-
cristine, and prednisolone (CHOP). Following
chemotherapy, radiation therapy was initiated.ted above the first maxillary molar.
tively abundant cytoplasm and irregular nuclei.
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sion was achieved. At present, 11months after the
end of the treatment, patient are without any sign
of progression of the disease.Discussions
The cause of NHL is still unclear. Viruses have
been suggested as a potential cause of the disease.
An increased rate of lymphoma in patients who are
congenitally immunosuppressed and in patients
who receive immunosuppressive therapy has been
reported.8 Most patients have localized disease
(Ann Arbor stage I), but some of them have dissem-
inated disease. The prognosis differs between HIV-
positive and HIV-negative patients, and depends
about clinical stage. Patients with disseminated
diseases, and those with AIDS have a much worse
prognosis.4,9
When lymphoma cannot be easily differentiated
from carcinoma, it often leads to multiple biopsies,
diagnostic delays, occasional large anatomical dis-
sections to obtain adequate tissue, and even inad-
vertent ablative procedures. It is important to be
aware that almost 23% of patients with NHL pre-
sented with involvement of an extranodal head
and neck site.10 Obviously, lymphoma should be part
of the differential diagnosis in any oral lesions. By
knowing the signs of B-cell lymphomas, dentists
can play an important role in the early detection
of the disease. NHL primarily appears in the head,
neck and jaw areas. If typically is characterized by
a swollen, nonpainful lymph node enlargement and
a submucous lesion of the oral mucosa – sometimes
bilaterally and especially at the junction of the soft
and hard palates.11–13 It is uncommon for NHL to ap-
pear first or only orally. The occurrence of NHL in
the oral mucosa is rare and not well-documented.
When the oral soft tissue lesions first are present,
they are relatively soft and often have overlying
ulceration, and they often are characterized by an
absence of other symptoms.8,14–16 The clinical pre-
sentation of lymphomas of the oral regions varies,
but most patients present with a swelling or ulcer-
ated mass. The only reliable method to distinguish
and characterize these lesions is by biopsy coupled
with immunological studies of biopsy tissue.17References
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